INTRODUCTION
The combination of peripheral blood eosinophilia and radiographic pulmonary infiltrates suggests the diagnosis of pulmonary infiltration with eosinophilia (PIE) syndrome, 1 differentiated into the following categories: (1) simple pulmonary eosinophilia (Lo Èffler syndrome), (2) polyarteritis nodosa, (3) pulmonary eosinophilia with asthma, (4) tropical pulmonary eosinophilia, and (5) prolonged pulmonary eosinophilia. 2 In 1932, Lo Èffler described cases with transient radiographic abnormalities in association with peripheral blood eosinophilia in asymptomatic or mildly ill subjects. 3 Lo Èffler syndrome is common in middle-aged and elder persons.
1,2
We demonstrate a newborn infant diagnosed with Lo Èffler syndrome with pulmonary infiltrates and peripheral blood eosinophilia.
CASE REPORT
An 11-day-old boy was admitted for evaluation of vomiting and abnormal shadows on a chest plain film. The infant was born after 39 weeks' gestation by vacuum extraction because of imminent fetal asphyxia and was meconium-stained. Birth weight was 3128 g and Apgar scores were 7 at 1 minute and 9 at 5 minutes. From day 3 to 5 after birth, he received phototherapy for hyperbilirubinemia. On day 8, he had vomiting at feeding and was noted to have abnormal shadows in a chest plain film taken at this time. He had no cough or dyspnea. There were normal breath sounds. Posteroanterior radiograph showed band opacity, which was parallel to the chest wall and did not appear to be pulmonary edema in the right mid-and lower lobe ( Figure 1A ). Chest computed tomography showed nonsegmented ground glass infiltrating opacity, which located the central portions in the right mid and lower lobe. And it also showed mild opacity in the left lower lobe compared with the right ( Figure  1B ). Echocardiography showed normal. In laboratory studies, slightly elevated C reactive protien and leukocytosis (30,200/l) with 2% eosinophils: absolute eosinophil count 604/l were found.
We report a neonate -boy with pulmonary infiltrates and peripheral blood eosinophilia. He was noted to have abnormal pulmonary infiltrates on a chest X -ray film taken on day 8 after birth when he had vomiting. He had not such symptoms as cough or dyspnea. In routine laboratory studies, eosinophilia was noted. Radiographic changes were transient and disappeared by day 25. Eosinophilia was also transient and gradually returned to normal level by 2 months. Lo Èffler syndrome is very rare in neonates and its diagnosis is often made fortuitously likely in this case. A., Posteroanterior radiograph on day 11. Note band opacity parallel to the chest wall in the right mid and lower lung. B., Chest computed tomography on day 11. Note nonsegmented ground glass opacity that distributes mainly pheripheral areas in the right mid -and lower lobe and also mild opacity in the left lower lobe.
The lung perfusion scintigraphy and esophagography revealed no abnormalities. Hemosiderosis could be ruled out by the gastric juice cytology. Pneumonia was suspected and ampicillin (100/kg per day) and amikacin (10 mg/kg per day) were given intravenously. His general condition gradually improved. On day 15, CRP became negative and treatment was discontinued. Chest computed tomography showed changing opacity, which was partial clearing in the right lung field and progression in the left lower lobe on day 13. By day 25, the radiographic abnormalities were almost improved ( Figure 2 ). The eosinophilia was also transient, reaching peak (4216/l) 3 to 4 days after the peak of the radiographic changes. It took longer time for the peripheral blood eosinophilia to return to normal level than the radiographic changes did. The infant was discharged with his body weight at 3628 g. Peripheral blood leukocyte count was 9500/l with 5.5% eosiocytes (520/l). At the age of 3 months, he showed mild atopic dermatitis on the face. The total serum IgE was within normal level, whereas elevated level of specific IgE against the white of an egg was found. The etiology of Lo Èffler syndrome includes parasitic, fungi, bacterial infections, and also adverse drug effects. However, about one third of patients is idiopathic. 2 Lo Èffler syndrome is usually asymptomatic or with mild nonspecific signs and symptoms such as cough and malaise. In our present case, there were no abnormal findings in physical examination of the chest but chest plain films revealed abnormal shadows. Lo Èffler syndrome is characterized by a unilateral or bilateral nonsegmented interstitial alveolar patterns with indistinct margins on chest plain films, and infiltrates are distributed over the peripheral and subpleural regions of the lung fields. The shadows are transient and migratory, and usually disappeared within 2 weeks or 1 month at the longest. 4 Pathologically, the interstitium and alveolar walls become edematous and show severe eosinophilic infiltrations. A large number of eosinophil and phagocytosing macrophages are found in the alveoli. The basement membranes of alveolar or capillary are not damaged, and immune complexes are not observed. 5 The diagnosis of Lo Èffler syndrome is made by the transient, nonsegmented infiltrates on chest plain films and peripheral blood eosinophilia, all of which disappear spontaneously within 1 month.
The normal range for absolute eosinophils count in the peripheral blood is below 500/l in neonates. 6 There are some reports that pulmonary infiltrates and peripheral blood eosinophilia are not always present in Lo Èffler syndrome. 1, 2 Even in our present case, various changes in the pulmonary shadows and in the eosinophil count throughout the course of illness did not synchronise. Our case has started to show atopic dermatitis at 3 months and elevated specific IgE against the white of an egg. In patients with idiopathic Lo Èffler syndrome similar to ours, underlying disease cannot be ignored so that careful observation may be required throughout the period of follow-up studies in the future. 
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